K E Y W O R D S
cultural groups developed countries end-of-life care preferences review literature W HO 1 defines palliative care as an approach that improves the quality of life of patients and their families facing problems associated with life-threatening illness through prevention and relief from suffering by means of early identification and impeccable assessment and treatment of pain and other problems, and physical, psychosocial, and spiritual care. Attitudes and beliefs associated with death and dying vary among countries and among different cultural groups within the same country, 2 and Western societies are becoming more sensitive to diversity among cultural groups. 2 Attention to the different needs of cultural groups seems to be essential for providing quality end-of-life (EOL) care. 3, 4 We describe the current state of research on preferences of cultural groups for EOL care.
v METHODS
We included studies about the preferences of cultural groups for EOL care and excluded discussions about death and dying if they did not discuss cultural group preferences. We retained 26 studies (Figure 1 ), but because of heterogeneity in methods and outcomes, we did not perform a meta-analysis. The results are reported as a narrative systematic review using the QUOROM statement 5 and the methods are presented in Table 1 .
v SAMPLES
The patient samples in the 26 studies (Table 2) were varied. Some used national or hospital samples. Degenholtz et al 6 selected a sample of 3747 persons, weighted to represent 1.56 million nursing home residents in 16,840 nursing homes, from the national US 1996 Medical Expenditure Panel Survey-Nursing Home Component. Eleazer et al 7 used a sample of 1193 individuals from the Program of All-Inclusive Care for the Elderly (PACE) national US demonstration project. Shepardson et al 8 selected a sample of 90,821 consecutive admissions to 30 hospitals from the Cleveland Health Quality Choice Coalition. Thompson et al 9 performed retrospective chart reviews of 288 persons who died at one US hospital and Tschann et al 10 on all 370 persons aged 50 and older who died as inpatients in a California hospital during 1997. Murphy et al 11 and Blackhall et al 12, 13 used a stratified quota sample of 800 individuals in 31 senior centers in Los Angeles.
v DESCRIPTION OF STUDIES
The data collection methods and tools were also varied. Several authors used data collected in other projects: Shepardson et al 8 used the data already collected on 30 hospitals by the Cleveland Health Quality Choice Coalition, Degenholtz et al 6 used those of the 1996 Figure 1 . Flow chart for assessment of studies of minority group preferences for end-of-life care.
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Medical Expenditure Panel Survey-Nursing Home Component, and Eleazer et al 7 those of the US national PACE. Blackhall et al 12, 13 used the Ethnicity and Attitudes Toward Advance Care Directives Questionnaire. Other authors designed their own instruments: Caralis et al 14 and Lundquist et al 15 used ''standardized survey instruments'' not further referenced, Voltz et al 2, 16, 17 derived a questionnaire from a review of the literature, and Phipps and colleagues 18, 19 used grounded theory research techniques and analysis of interviews with software. Doorenbos and Nies 4 used a small sample of three focus groups and five interviews with community informants to ask about Hindu attitudes for EOL care. They designed a survey instrument, ''Hindu Voices on Care of the Dying,'' and stated that ''the survey was judged to have content and face validity by Hindu religious leaders and experts in hospice, medicine and anthropology'' (p20) (the numbers of judges and how they were asked to judge were not stated). Morrison et al 20 used a literature review and focus groups to design a questionnaire on barriers to the completion of health proxy forms, and McGrath et al 3 asked individuals to talk about their experiences with a loved one who was seriously ill and indicate their understanding of hospice care. Waters 21 devised an interview guide and then asked an African American community mental health T a b l e 1 QUOROM Statement of Methods of the Review
Searching
We searched nine key library databases (EMBASE, MEDLINE, CINAHL, AHMED, PsychINFO, ERIC, Sociological Abstracts, and the Cochrane Library, including the Cochrane Central Register of Controlled Trials) from database inception to July 2007. The search strategy for MEDLINE was:
(1) exp palliative care; (2) dying.mp; (3) exp terminal care; (4) exp hospices; (5) We also examined the likelihood of four forms of bias that threaten validity: (a) Selection bias (systematic differences in comparison groups) (b) Performance bias (intervention not according to protocol or incomplete or contamination of control group) (c) Attrition bias (systematic differences in loss to follow-up among groups). We considered bias more likely if there was no sensitivity analysis of the effect of attrition on outcomes. (d) Detection bias (significant differences in outcomes assessment) We also ascertained whether there was a power calculation with attainment of desired sample size.
Data abstraction
Two authors (R.T. and D.W.) independently checked data extraction. Study characteristics Two authors (R.T. and D.W.) independently assessed study design, samples, interventions, and outcomes measures for numbers or percentages with cultural preferences or behaviors in relationship to EOL care. Quantitative data synthesis
Because of marked heterogeneity of study participants, design, interventions, and outcomes measures, the data were presented using a narrative systematic review. v RESULTS Content analysis of these 26 studies identified that researchers focused on four themes: (1) advance directives (ADs), (2) life support, (3) communication, and (4) decision making.
T a b l e 2

Characteristics of the Included Studies
Advance Directives
Eleven studies explored the attitudes of cultural group individuals toward living wills or ADs, all of which were based in whole or in part in the United States. These documents provide a means of communicating EOL care preferences should a patient lose the capacity to make such decisions. The two types of ADs are the living will, in which an individual specifies treatment decisions should he or she become unable to participate in making these choices, and a durable power of attorney, which allows another person the authority to make decisions about medical treatment. 4 Five studies were factual descriptions of the percentages of individuals with ADs. Caralis et al 14 explored the preferences of African Americans, Hispanics, and whites for EOL care and found that although 83% in all three groups either agreed strongly or agreed with the purpose of a living will, only 42% had completed an AD. Murphy et al 11 asked a sample of 800 persons from 31 senior citizen centers in Los Angeles about their attitudes toward and knowledge of ADs: 69% of European Americans, 47% of Mexican Americans, 13% of Korean Americans, and 12% of African Americans knew what an AD was; the percentages who possessed one were 28%, 10%, 2%, and none, respectively. Mexican Americans had the most negative attitude toward ADs; they felt EOL discussions would be harmful to the patient and the family would know what to do if EOL decisions were needed.
In a chart review of 1193 participants from the PACE, Eleazer et al 7 also found considerable cultural diversity in advance care planning: 96% of Asian Americans, 80% of African Americans, 76% of whites, and 39% of Hispanics had their healthcare wishes recorded; 36% of Asian Americans, 21% of whites, 17% of Hispanics, and 7% of African Americans had named a healthcare proxy; and 28% of whites and 7% of persons in other groups had arranged a durable power of attorney. Phipps and colleagues 18, 19 interviewed 68 African American and white patients with advanced lung or colon cancer and 68 family caregivers and found that 24% had a living will and 19% had a durable power of attorney. White patients were more likely than African American patients to have a living will (41% vs 11%, P = .004) and a power of attorney (34% vs 8%, P = .01). Degenholtz et al 6 collected data from 3747 participants from the 1996 Medical Expenditure Panel Survey-Nursing Home Component and found that 48% had do-not-resuscitate (DNR) orders, 20% had documentation of living wills, and 4% had do-not-hospitalize (DNH) orders. Compared with whites, the odds ratio (OR) of a Hispanic American having a living will was 0.64 (95% confidence interval [CI]: 0.33Y1.26; NS) and an African American was 0.34 (95% CI: 0.22-0.54; P G .01). The OR for having a DNR order was 0.37 (95% CI: 0.23-0.61; P G .01) and 0.22 (95% CI: 0.16-0.3; P G .01), respectively.
Four studies explored the attitudes of individuals toward ADs. Braun and Nichols 23 asked Chinese, Japanese, Vietnamese, and Filipino communities in Hawaii about their attitudes to EOL care: differences in attitudes were related to religious beliefs, with the Chinese believing it is bad luck to talk about death, although knowledge and use of ADs increased with time spent in the United States, as people became ''westernized,'' and less immersed in traditional Asian religions. Waters 21 found six themes in five focus groups for 27 African Americans in one US city: ethnically relevant initiatives are essential to increase AD participation, death is inevitable, God would intervene ❖ ❖ ❖ ❖ ❖ regardless of technology, the healthcare system was not trusted (because of racism), patients should trust in a family member or a friend for decisions about life or death, and ''people are people.'' Perkins et al 27 found that of 26 Mexican American, 18 European American, and 14 African American patients on general medicine wards in a hospital in San Antonio, TX, only three had an AD on admission, and 69% of European Americans, 29% of African Americans, and 12% of Mexican Americans had heard of ADs.
Staff documented discussing ADs with 84% of Mexican Americans, 81% of European Americans, and 79% of African Americans, but the percentages of those who recalled the discussion were 21%, 31%, and 21%, respectively. Most thought ADs improved the chances that a patient's wishes would be followed. Interestingly, these groups also shared three misconceptions about ADs: (1) they are testamentary wills, (2) they require an attorney, and (3) they address burial arrangements. Mexican Americans and European Americans both trusted the system and believed ADs help the hospital staff know what a patient's wishes are. In contrast, few of the African Americans trusted the system and they wanted to wait until they were very sick to say what treatment they wanted. Doorenbos and Nies 4 also investigated the use of ADs by 45 Asian Indian immigrants in the United States; 44% wished to complete an AD. The possession of or desire to have an AD was related to an individualist decision-making style, higher income, and having the experience of someone close dying, but only 9% had completed an AD. Respondents less likely to desire or possess an AD had strong religious beliefs and rituals and higher educational levels.
One study related the likelihood of having a healthcare proxy (equivalent to an AD) to their knowledge about ADs. Morrison et al 20 asked 65 African Americans, 65 Hispanics, and 67 whites who attended a geriatrics and internal medicine outpatient clinic in a New York City teaching hospital about healthcare proxies and found the ORs of having completed a healthcare proxy form were 30.12 (95% CI: 8.04-112.86; P G .001) if they knew healthcare proxies were possible and could correctly answer five to six knowledge questions about proxies and 13.6 (95% CI: 4.60-40.32; P G .001) if they could correctly answer one to four questions.
One study examined the attitudes of patients and healthcare professionals to ADs. Voltz et al 2 explored differences in EOL decision making and ADs among 159 patients in palliative care institutions in the United States, Germany, and Japan; 79% in the United States, 18% in Germany, and 9% in Japan had an AD and a recorded proxy for 63% of American and 29% of German patients (the possibility of a proxy does not exist in Japan). They interviewed healthcare professionals experienced in palliative care, and all in the United States and Germany and 71% in Japan agreed that ADs were useful.
In summary, because ADs are primarily a North American concept, the literature focuses on ADs in the United States. The findings indicated that cultural groups in the United States are less likely to complete ADs.
Life Support
Nine studies explored cultural group preferences for life support, of which eight were in the United States. Five studies were factual descriptions of the percentages of individuals with DNR orders. Caralis et al 14 found that 42% of Hispanics, 37% of African Americans, and 14% of whites wanted their doctors to keep them alive, regardless of how ill they were. Eleazer et al 7 also identified a cultural group basis for preferences about resuscitation: 80% of Asians, 50% of whites, 38% of blacks, and 16% of Hispanics requested no resuscitation. In a stratified quota sample of 800 persons in 31 senior citizen centers in Los Angeles, California, Blackhall et al 12 found that 65% of European Americans, 60% of African Americans, 41% of Mexican Americans, and 28% of Korean Americans believed that the patient should make decisions about lifesupporting technology. Shepardson et al 8 found that of 90,821 patients in 30 hospitals in a large US metropolitan region, 18% of whites had DNR orders compared with 9% of African Americans (P G .001). In a 1995Y1998 study of 423 Southeast Asian residents in two nursing homes in Seattle, Vaughn et al 30 found that 72% of the residents had chosen not to be resuscitated. When age, comorbidity, gender, and religion were controlled, the Japanese residents more likely to be designated ''no resuscitation'' (OR: 4.1, 95% CI: 3.1-5.4) and the Chinese more likely to be designated ''full resuscitation'' (OR: 3.3, 95% CI: 2.6-4.2).
One study examined reasons for DNR orders. Blackhall et al 13 found that Korean Americans had the most positive attitude toward life support but preferred the family to take the role of decision maker. Buddhists and those with a higher level of religiosity were more favorable to life-support technology. Mexican Americans both favored and desired the use of life support, although sometimes it was because of their perception that a doctor would suggest or use life support only if there was hope that the patient would survive. African Americans were more likely than others to want life support but felt that withdrawing or withholding life support was acceptable in some cases. European Americans were least likely to either accept or want life support, largely because of an aversion to being a ''vegetable'' or a burden to family.
Three studies examined factors affecting the involvement of individuals in DNR orders. In a retrospective chart review of 288 patients who died in a US urban teaching hospital in 1988, Thompson 10 of 370 inpatients who died during a 1-year period in a US urban community hospital found that 85% had a DNR order; patients who had a family member present at the time of death were more likely to have a DNR order (92% vs 79%, P G .001), have treatments withdrawn (P G .001), and receive narcotics before death (74% vs 62%, P G .05) and were less likely to receive oxygen (73% vs 82%, P G .04), intravenous fluids (92% vs 97%, P G .04) (oxygen and intravenous fluids are usually comfort measures at end of life), or antibiotics (49% vs 59%, P G .03). Patients aged 75 and older (P G .03) and African American patients (P G .02) were less likely to have a family member present at the time of death. Family involvement before death seemed to reduce the use of life-supporting technologies and increase comfort-oriented care measures. The only non-US study on life-support preferences by Lundqvist et al 15 sought the views of Muslim women in Sweden about the withdrawal of life support from their infants. Most were not willing to withdraw lifesupport treatment because they saw it as killing the infant (although Islamic law strongly disapproves of prolonging life by artificial means) and did not want to be present during the withdrawal of life support because they saw the physician as taking the soul from the infant.
One study examined differences in preferences between the individual and the caregiver for DNR orders. Phipps and colleagues 18, 19 interviewed 68 African American and white patients in Philadelphia with advanced lung or colon cancer and 68 family caregivers. When asked for their life-support preferences if they were in a near-death condition, the African American patients were more likely than the white patients to say they would want cardiopulmonary resuscitation (CPR), mechanical ventilation, and tube feeding (P G .004). For patients without a living will, disagreement between the patient and the caregiver occurred in 50% of cases about the need for mechanical ventilation, 46% of cases about the use of CPR, and 43% of cases about the use of tube feeding.
In summary, all but one of the studies that focused on minority group preferences for life support were conducted in the United States. The preferences of the family and the relationship between the patient and his or her family strongly influenced decisions about life support. Asian Americans tended to entrust life-support decisions to their families, whereas African Americans were most likely to request life support. Hispanic Americans were most likely to defer to the physician's judgment, whereas whites were least inclined to want life support or discuss life-prolonging treatment with their physicians. Disagreement may exist between the individual and their families about DNR orders.
Communication
Seven studies focused in whole or in part on communication about preferences for EOL care and were from several countries. Three studies were about whether the patient should know the diagnosis. Blackhall et al 12 found in the United States that 69% of European Americans, 63% of African Americans, and 35% of Korean Americans believed that a patient should be told about a terminal diagnosis. Chan and Woodruff 24 studied 130 palliative care patients in Melbourne and found that 46% of the nonYEnglish-speaking patients did not know their diagnosis compared with only one of the English-speaking patients (the family had asked the physician not to reveal the diagnosis). Although the symptoms experienced by both groups of patients were similar, more nonYEnglish-speaking patients reported greater pain and worsening symptom control during the last months of the study than English-speaking patients (P = .02). Ruhnke et al 28 used seven clinical vignettes to solicit information about EOL communication from 273 physicians and 58 patients in medical centers in Tokyo, Japan, and 98 physicians and 55 patients in medical centers in Stanford, CA. In a situation in which a conflict of views exists, all four groups would accord the greatest authority to the wishes of the patient, then to the family, and least to the physician. Most US physicians and patients and only a few Japanese physicians and patients agreed that a patient should be informed of an incurable cancer diagnosis before his or her family is informed.
Four studies were about how to express wishes about EOL care. Eleazer et al 7 studied 1193 elderly persons at 10 sites across the United States and found that there was reluctance to sign legal documents concerning medical care among black Americans. First-generation Chinese immigrants were also reluctant to sign legal documents if they were unable to speak English and because of the honor culturally accorded to verbal agreements. In a study of 70 patients in Denver, Shrank et al 29 found that non-Hispanic whites wanted communication limited to their closest family members and wanted to discuss medical options with specialists; African Americans preferred to include more family and friends and spiritual leaders in decision making, wanted spiritual issues discussed, and believed miracles are possible. McGrath et al 3 conducted focus groups with 31 palliative care patients in Australia with Indian, Filipino, Chinese, Italian, or Anglo Celtic backgrounds. All participants emphasized the importance of support from family members, difficulties when this support is not available, pressures on family and caregivers from the illness, lack of knowledge about hospice care, lack of referral to palliative services, and lack of choice in care options. Minimal English knowledge was cited as a barrier, including disempowerment in asserting choices and expressing needs, and was felt to prevent them from communicating effectively with nurses and finding out about and using services. Those who were not Anglo Celtic said that talking about death or dying was not a comfortable experience, and the Western way of informing people about terminal illnesses was too abrupt and even terrifying. The study of Muslim women in Sweden whose children were receiving neonatal EOL care revealed that they preferred accurate medical information about their child rather than the nurse calling attention to something healthy about the patient. 15 In summary, these studies revealed that cultural group understandings and preferences are a major potential influence on the type of communication that occurs around EOL care issues. The ability to speak the dominant language is important for participation in EOL decisions.
Decision Making
Nine articles explored influences on cultural group EOL decision-making processes and were conducted in several countries, with some seeking to compare EOL decision-making processes across two or three countries. Seven studies focused on the role of the family in EOL decision making. In studies of Italian, Chinese, Japanese, and Hispanic persons, Caralis et al, 14 McGrath et al, 3 and Voltz et al 2, 16 found that they preferred a family-centered decision-making style in addition to caring for the ill family member at home and having the family member die at home. Blackhall et al 12 also found that Mexican Americans and African Americans exhibited family-centered decision making, with autonomy viewed as isolating and burdensome, whereas autonomous decision making was considered empowering by European Americans. Voltz et al 16 found that family members were more involved in the decision to move into a hospice in Japan than was the case in the United States and Germany. Family members were least involved in Germany. Although varying proportions of citizens had prior knowledge of hospice care, most (75%) felt it had been relatively easy to accept hospice care, with the main reason being that ''the help was needed.'' Born et al 22 conducted focus groups of 26 African Americans and 27 Latino or Hispanic Americans and found that both groups wanted EOL care to be performed by families and that medical staff should keep the families informed about prognosis so that the correct decisions could be made, decisions should ensure comfort and dignity, and spirituality was the key method of coping. In focus groups with 73 Arab Americans, Hispanics, blacks, and whites, Duffy et al 25 found that Arabs expected decision making to reflect their desire that their family members look after them and did not want to extend life; Hispanics wanted to die in dignity without suffering and without feeding tubes and did not want to go to a nursing home; blacks and whites did not want to burden their families; and black men were most distrustful of physicians' decision making.
One study was about preferences for sedation during EOL care. Fainsinger et al 26 asked 100 patients in palliative care units in Edmonton, Canada, and Madrid, Spain, about their preferences for EOL sedation, with 100% of the patients and families in Edmonton placing a higher value on clear thinking (as compared with 42% in Madrid), 98% wanting to avoid medication that caused somnolence or confusion (50% in Madrid), and 57% wanting full disclosure about the patient's situation (33% in Madrid). Both the patients and the families in Madrid expressed stronger preferences for sedation if the patient had psychological distress.
One study was about the preference for place of EOL care. Hotson et al 31 interviewed 44 Aboriginal residents, community elders and religious leaders, doctors, nurses, and allied healthcare providers working in First Nations communities in Manitoba, Canada, and found that many Aboriginal people who live in remote communities are transported to large urban centers to die away from their family and group, but nearly all would prefer to stay at home with family. However, lack of palliative services in remote communities and unease of native families about having a death at home under these conditions affected decisions. In summary, these studies illustrate the importance of cultural group preferences for communication about EOL decision making.
v THE INFLUENCE OF GENDER, EDUCATION, SOCIOECONOMIC STATUS, RELIGIOSITY, AND PRIOR EXPERIENCE WITH ILLNESS ON END-OF-LIFE DECISIONS
A limited number of studies exist, nearly all from the United States, that undertook subgroups analyses using these categories (Table 3 ). Because they were not uniform in the way they conducted the analyses or defined the concepts, it is not possible to generalize, but whites seem to want less intervention than other groups and to have documented it; less-educated individuals are less aware of DNR orders, powers of attorney, and proxies; and religious individuals (not surprisingly) are more likely to discuss spiritual issues with clergy and family.
v DISCUSSION AND CONCLUSIONS
We identified 26 published research articles in eight key databases. Most investigated differences among cultural groups within one country (usually the United States), and many focused on one aspect of EOL care, such as DNR orders. Some studies used existing national or hospital surveys, but many used small convenience samples. Some used outcomes measures of known validity and reliability and some used grounded theory, analyzed transcripts by software, and analyzed themes using multiprofessional and multicultural groups. Some used focus groups to develop instruments, but several gave no description of reliability assessments of the instruments they had designed. No randomized controlled trials of culturally based decision making or EOL care were identified. Progress will be made by attention to representative samples and carefully validated and reliable outcomes measures. These studies highlight the importance of awareness and sensitivity to cultural group preferences. Healthcare professionals should expect that patients differ in their beliefs and preferred approaches to EOL care and should discover when patients are making choices that please their cultural groups rather than following their own wishes. 7, 13 Respect and care for a patient should include respect for the cultural group values involved in their decision-making processes. Bowman and Richard 32 noted major differences in Western and Japanese perspectives on the permissibility of organ procurement from brain-dead persons, and research and practice initiatives need to focus on cultural group preferences as a key component of all aspects of healthcare. Cultural group preferences may change over time, as is the case with increasing familiarity in the United States with ADs and DNR orders.
Appropriate and adequate communication is important for EOL care. Communication practices vary with country, and when the backgrounds between healthcare professional and patient differ, communication and decisions about care can become difficult. Misunderstanding and misinterpretation of information can occur among cultural groups because of different beliefs, practices, and language barriers. Communication is also critical because access to information and treatment options seem to be limited for some cultural groups, particularly if they do not speak the national language. An understanding of the underlying reasons involved in the attitudes and choices of cultural groups could improve EOL communication and care.
Healthcare education to improve competent care for cultural groups is required. 33 Bonder et al 34 unclear and the therapist has little guidance in therapeutic encounters, but three characteristics can be cultivated to improve clinical encounters: careful attention, active curiosity, and self-reflection and evaluation. Matzo et al 35 described the ELNEC nursing education program, which teaches how ethnicity, gender, age, sexual orientation, and spirituality affect decisions about palliative care. With increasing globalization, healthcare practice and research need to become more cognizant of the anthropological literature on cultural group differences. Ellerby et al 36 described Canadian First Nations' values as respecting the individual, with decisions being made by the community and family members, the quality of life being more important than a cure, and decisions emphasizing the balance among the spiritual, physical, and mental aspects of life. It is relevant to examine the definition of fate and destiny in cultural groups and consider how cultural group beliefs in fate and destiny contribute to healthcare decision making. 37 Healthcare administrators and policy makers are key to improving EOL care because they can seek to develop EOL programs appropriate for cultural groups. Crawley 38 argued that outcomes data for palliative care cultural groups are a key step in identifying and eliminating disparities. For example, Kreitzschitz and Macpherson 39 found that in the Caribbean many patients with terminal illnesses chose to die in their homes and be cared for by family and friends, but they experienced much pain, and their caregivers suffered and sought relief in spiritual comfort.
This narrative review synthesis of published research on cultural groups and EOL care revealed four themes of research in developed countries: ADs, life support, communication, and decision making. All four themes serve to illustrate the profound effects of the preferences of the cultural group on patients, their families, healthcare providers, and the national approach to EOL care preferences and EOL care. It is critical to note that an emphasis on differences across cultural groups may hide essential similarities among all persons experiencing terminal illnesses and dying. Care staff need to ask the pertinent questions and be willing to listen to and heed the answers.
